The altered landscape surrounding commissioning of public health provision has affected the nature and range of health visitor services across England. This is the first of two papers reporting evidence from a programme of research that focused on how health visiting works, also reporting service user and workforce perspectives. Evidence for a service model is offered, based on universal principles and maximising the capacity of the health visiting resource. Where service specifications fail to give careful attention to this evidence, the reshaped services for children and families may miss core ingredients that enable health visitors to make a difference, delivering a proportionate and successful child health programme for the early years. Key points 1. Universal health visiting services directed at improved parent and child wellbeing have the potential to secure important public health goals, included reduced health inequalities. 2. A growing evidence base indicates specific interventions and programmes that are effective in preventing and reducing barriers to good health and development in the early years. 3. The way in which health visiting services are organised and delivered affects how likely they are to succeed in their public health goals 4. Universal services provide a non-stigmatising service and safety net for all eligible families 5. Proportionate universalism ensures delivery to all, which enables identification and support of families who need more than the minimum.
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What makes health visiting successful -or not? 1. Universality

Background
There is increasing recognition that an infant's future health and well-being are significantly influenced by experiences in pregnancy and the first years of life (Center on the Developing Child at Harvard University, 2016). In response to this new science, universal home visiting services directed at improved parent and child well-being, such as those delivered by the United Kingdom health visiting services are being implemented in many countries around the world (Whittaker and Brown 2014) . This is the first of two papers reporting evidence from a programme of research that focused on how health visiting works, also reporting service user and workforce perspectives in
England. Here we consider the concept of universality and health visiting, explaining first the premise of health visiting and thereby home visiting, before discussing the existing service model and evidence from the health visitor research programme.
Health visiting began in the Victorian philanthropic public health movement, gradually moving from the voluntary sector into local government by the end of the nineteenth century and becoming established as a state-sponsored profession and service following the Notification of Births Acts of 1907 and 1915 . This nationwide service developed in local government through much of the twentieth century, before moving (with other community and public health colleagues) into the NHS in 1974. Since then, devolution has led to increasing variation in service provision across the four countries of the United Kingdom, although the principle of universality is common throughout (Hoskins 2009; Appleton and Whittaker, in press ).
Targeted home visiting programmes have a long history in the USA, but provision of a universal service is relatively new. A randomised controlled trial (RCT) in North Carolina demonstrated the preventive impact of universal nurse home visiting, specifically reducing the amount of emergency medical care through early assessment, identifying individual family needs, intervening briefly or connecting the family with targeted community resources (Dodge et al 2013) . Studies of home visiting programmes have
shown that the effectiveness of provision is influenced by a number of organizational factors, such as the frequency of home visits (Grindal et al 2016) and the qualifications of practitioners (Olds et al 2002) . These studies give information about elements that contribute to the success of health visiting services and which, taken together with professional and organizational expertise, can show how likely it is that the overall provision will succeed in its particular public health aims. However, evaluating the impact of an entire service, particularly one that is as variable and long-established as health visiting, is inevitably fraught with difficulties. Day-to-day practice includes a wealth of activities, including but not limited to the implementation of evidence-based interventions and programmes. Service leaders require 'clarification and insight' along with 'interpretation and critique' of the wealth of research-based and other forms of knowledge (Greenhalgh et al 2018) to help guide their plans. Managers and commissioners commonly use Key Performance Indicators (KPIs) or audit points, such as the 'markers of success' cited by Cowley (2007) , or the key elements and milestones along the 'pathway to success' proposed by (Wheatley 2006) for evaluating new services. These, in turn, are translated by policy makers as impact indicators and are presented to the public as a means to assess government policy success (Freeguard et al., 2015) . Pragmatically, therefore, we have chosen to describe the achievement of overall aims or purpose as being 'successful,' rather than using the term 'effective,'
which is closely implicated with specific forms of research.
After 40 years of being wholly based in the NHS, English health visiting services have been commissioned by local authorities since October 2015 -a move that is not mirrored elsewhere in the UK. This shift in funding coincided with significant funding constraints across local government as a whole, including an in-year reduction of 6.2% of the public health budget for 2015-16 followed by further annual cost savings of 3.9% each year until 2020 (Public Health Policy and Strategy Unit Department of Health, 2015) . Therefore, some local authority commissioners are asking searching questions about how health visitors achieve public health gains for pre-school children and whether alternatives might offer better value for money. Others aim to economise by reconfiguring health visiting services in well-intentioned ways that may, nevertheless, harm the effectiveness of the provision. This paper is the first of two that draw upon a programme of research commissioned as part of the English Health Visitor Implementation Plan (HVIP) (Department of Health 2011). The research was funded for and set within England, but findings apply nationwide. The paper aims to remedy the gap in evidence about service models for achieving universal service provision. It highlights the importance of universality as a fundamental base for the health visiting service and explains the skills and requirements for the successful implementation of 'proportionate universalism' in practice. The second paper (Cowley et al under review) details other important features that need to be borne in mind when planning changes to the structure and delivery of health visiting services.
Existing Service Framework
The English health visiting service, since the period of the HVIP, has been organized through a system described as the '4-5-6' model, shown in Figure 1 . There are four different levels of service provision, delivered simultaneously by generic health visitors and their teams, managing caseloads and covering geographic areas. The intention is to embed the principles of proportionate universalism through service design and make explicit the opportunity for service delivery to be tailored to need. Thus ensuring, that a minimum service reaches everyone through community support and five mandated health reviews at the Universal level, with additional provision to target families with specific needs as they arise. These were selected as important public health concerns and auditable fields on which the overall success of the health visiting service will be judged. It is not always clear, however, what these models mean in terms of how services should be organized to maximize the potential from health visiting provision and gain the best outcomes.
These two papers aim to provide some clarity in these areas.
The programme of research
The programme of health visiting research encompassed three studies, summarised in Box 1. First, a scoping study and narrative review of the literature focused specifically on practice, to try and understand the craft of health visiting and what health visitors bring to the 'table' of early years provision (Cowley et al 2013; .
Place Box 1 near here
We identified some trials and information about outcomes, but that was not the primary focus, because effective programmes had been recently reviewed ( 
Place Box 2 near here
We wanted to learn from service users, as well; particularly what they felt about the proposed service envisaged by the HVIP, so in the first of two empirical studies, we interviewed parents using services in two different Early Implementation Sites (EIS) (Donetto et al 2013; Donetto and Maben 2015) . The second empirical study was about recruitment and retention of health visitors, gathering information from qualified health visitors and students . This used appreciative inquiry to identify what is working, to add to an understanding of health visiting practice and service organisation.
Orientation and themes
Analysis of the literature (Cowley et al 2013; revealed that health visiting practice is characterized by a particular approach that we called an 'orientation to practice.' This embodies the values, skills and attitudes needed to deliver health visiting services through salutogenesis (health creation), person-centredness (human valuing) and viewing the person in situation (human ecology). Through the scoping review, we also identified research about health visiting actions focused on three core forms of practice:
home visiting; needs assessment and parent-health visitor relationships. The 'user voices' study also pointed to the significance of health visiting outside the home -the practice that occurs in children's centres, well baby clinics, delivery of support groups and so on, which were deemed very important by parents (Donetto et al 2013; Donetto and Maben 2015) . Such activities were relatively under-researched, so they did not feature strongly in the literature review. However, they are sufficiently important to be considered a fourth core practice for health visitors.
Each of the three studies incorporated recommendations for service, education, policy and research, based upon the findings. There were 13 detailed recommendations from the literature review and 12 from each of the empirical studies about service users and recruitment and retention of health visitors, giving 37 in total. An examination of these recommendations revealed some themes that recurred across all three studies, demonstrating key elements that help to make health visiting more or less effective in enabling health gains for pregnant women, pre-school children and their families. These themes form the basis for inter-connected, recommended principles that should underpin the organisation of health visiting services, in summary:
1. Universality is the fundamental basis for all health visiting services.
2. Relationships are at the core of all health visiting provision.
3. Continuity and co-ordination are essential elements of team working.
4. Professional knowledge and autonomy are necessary requirements, which enable health visitors to provide a flexible service, tailored to individual need.
This first paper will draw explicitly on the programme of research to explain how universality works in health visiting practice, and the second paper will explain the remaining three key principles. Using these principles to underpin the organisation of evidence-based health visiting provision can help ensure positive practice and success in achieving the public health aims of the service.
Universality
The 'Why Health Visiting' review (Cowley et al 2013; showed that universal provision is the fundamental base upon which the rest of the health visiting service is built. The study revealed an empirical literature that was widely dispersed and, to a great extent, consisted of single studies rather than larger programmes of research.
Even so, the analysis demonstrated a number of consistent themes, including the extent to which the work of health visitors is integrated, with each element incorporating, or dependent upon, others. Accordingly, universality appeared integral to the whole service, being ubiquitous and threaded throughout the health visiting literature. At times, it appeared so embedded that its presence was simply assumed -possibly as the 
Whole population
In health visiting, 'universality' takes a specific form. It means that all eligible families (that is, expectant parents and those with children under five years) receive at least a minimum service, regardless of their situation or needs -a single contact is not enough.
In England, five contacts are mandated (Public Health England 2016). In Scotland (The Scottish Government, 2015) 11 home visits are prescribed over the same (0-5 years)
period, whilst Wales and Northern Ireland each specify between eight and ten (Department of Health Social Services and Public Safety, 2010; Welsh Government, 2016) . This universal provision is described as an 'offer,' because families are at liberty to take up or reject the service, but health visitors are required to provide it where accepted. It is unusual for families to want a reduced service, partly because of the health visiting skills deployed to gain access to families, whether or not they have asked for a service (Luker and Chalmers 1990 ).
This universal coverage provides a mechanism for delivering specific health messages to all families, regardless of need, enabling health visitors to reach the whole population of eligible families through the mandated contacts. These are not end points in themselves but auditing their successful delivery can serve as a process measure of family support. These contacts help parents to gain the support they need to see them successfully through the transition to parenthood, which is one of life's major changes (Deave, Johnson & Ingram, 2008) 
Safety Net
The mandated visits are central to ensuring parents are aware of the health visiting service. Parents asked about their perception of receiving the universal service explained that early contacts with the health visitor and later attendance at clinics or groups helped to develop their familiarity and confidence in the services and awareness of how to gain help if needed (Donetto et al 2013 
isn't it?" (Cynthia, mother of two).
This perceived 'safety net' is important in helping some parents deal with their anxieties and everyday tasks and challenges encountered in looking after their child. This reach enables health visitors to access vulnerable families that might, otherwise, fall through the net of overall service provision.
Non-stigmatising
The universal service enables primary prevention and health promoting messages for all, without stigma. The service does not single out anyone for particular reasons, which reduces stigma and helps to ensure it remains acceptable. Health visitors interviewed for the recruitment and retention study The absence of stigma associated with universality allowed health visitors to use and apply health-promoting knowledge, reaching out to children or parents whose needs might otherwise be overlooked. The health visitors appreciated that their role gave them privileged insights into the lives of others but explained that this was purposeful.
Also, being known in the local area, which is a feature of a universal service rooted in a particular community, could mean that concerned neighbours would contact the health visitor, for example: Wiggins et al (2005) demonstrated that only 19% of mothers, randomized to community group support, including drop-in sessions, home visits and telephone, continued to use the service. Some reportedly refused it because they saw it as being for 'problem families.' In contrast, 94% of mothers offered monthly home visiting by health visitors in the same trial, continued to accept the programme for the full year. The mothers who received visits from a health visitor were more relaxed and made less use of GP services than in the community support or control groups. Similarly, new mothers receiving weekly home visits from a health visitor for six weeks in Northern Ireland were less likely to use emergency services (Christie and Bunting 2011) . These trials suggest the non-stigmatising nature of the universal service can both enable reach and improve parents' ability to make appropriate use of other, more expensive NHS provision.
'Many is the time it was the mothers who came from the maisonettes to tell us about a child that had moved in and how worried they were about that particular mother.' (HV14)
Proportionate Universalism
Health visitors use the mandated provision as a base from which to vary the service offer according to the health needs of families. This variation forms the basis of 'proportionate universalism' (Marmot et al 2010) and is explained in detail elsewhere (Cowley et al 2015) . Provision of an individually tailored response for each family also helps to improve acceptability of health-related information or evidence-based interventions as a result of the mandated health reviews.
The aim of each health review is to ensure that, in addition to delivering universal prevention, any potential concerns are identified as soon as possible. Appropriate support can be arranged, then, including increased contacts, information-giving, early interventions or referrals as required. This approach has been shown to be successful, particularly when health visitors are trained in the Family Partnership Model and use antenatal and postnatal guides , Puura et al 2005 . Health reviews require sensitive assessments of health needs, using finely-honed health visiting skills and knowledge (Appleton and Cowley 2008a, b) and the ability to exercise autonomy and flexibility. This is considered further in the second paper (Cowley et al under review) . The proportionate nature of the provision is intended to ensure families who are most in need, or have most difficulty accessing services, will be helped, so the service can contribute to reducing health inequalities and ensuring each child has the best start in life. This may be by health visitors providing additional services themselves or, as these mothers reported in the user study (Donetto et al 2013; Donetto and Maben 2015) , by explaining eligibility for benefits or signposting to other provision in identified in the programme of research and explored in more depth in Malone et al (2016) . Our research focused on provision by qualified health visitors. For the literature review, we actively sought evidence about the effectiveness of team work or skill mix, without success, so concluded that implementation of these approaches was running ahead of the evidence.
Conclusions
In the UK, the principle of universality in health visiting is not new. Indeed, when the then Council for the Education and Training of Health Visitors (CETHV) held an investigation into the principles of health visiting, universality was a concept that was considered, but: Universal health visiting takes a particular format. It moves beyond 'availability,' in the sense of being there if wanted, into actually delivering a specified service to all families, which enables primary prevention and health promotion. It provides a 'safety net' that is accessible without stigma and whilst the service is universal, it is not uniform. The mandated provision is a base from which to vary the service according to the assessed health needs of families. By using this core service 'offer' to tailor information specific to each family's individual needs, health visitors can draw on particularist principles (Carey and Crammond 2017) ; provide differentiated help at the level of each family, acknowledging health, cultural and social situations to achieve a service that is proportionate to need (Carey et al. 2015) . This enables health visitors to work towards reducing the social gradient of health inequalities by delivering services based on 'proportionate universalism', which is argued to be the key to reducing health inequalities (Marmot 2010 ).
The programme of research enabled us to describe the mechanism through which health visiting can succeed in meeting the public health aims of the provision, including delivering a proportionately universal service. Evidence from the three studies demonstrated multiple interconnections across different levels, priorities and approaches to practice, indicating that the health visiting service should be planned and organised as a single, holistic form of provision, centred around the universal offer.
These interconnections, which were evident in the research, are required in practice to enable health visitors to use their skills to deliver timely and effective services. The research about effective health visiting practice focused on delivery by a qualified health visitor, not by team members. Notably, we found a lack of research exploring the effectiveness or not of team working or skill mix in the literature review. Outcomesfocused research comparing the effect of services delivered by health visitors compared to other team members should be a priority. In practice, different forms of service organisation are common and will be considered in the second paper (Cowley et al under review) . 
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